Objective: Intimate partner violence (IPV) is associated with heightened psychopathology symptoms and risky behaviors. However, extant investigations are limited by their focus on IPV victimization, despite evidence to suggest that victimization and aggression frequently co-occur. Further, research on these correlates often has not accounted for the heterogeneity of women who experience victimization. Method: The present study utilized latent profile analysis to identify patterns of physical, psychological, and sexual victimization and aggression in a convenience sample of 212 community women experiencing victimization (M age ϭ 36.63, 70.8% African American), as well as examined differences in psychopathology symptoms (i.e., posttraumatic stress symptoms [PTSS] and depressive symptoms) and risky behaviors (i.e., drug problems, alcohol problems, deliberate self-harm (DSH), HIV-risk behaviors) across these classes. Results: Four classes of women differentiated by severities of victimization and aggression were identified. Greater psychopathology symptoms were found among classes defined by greater victimization and aggression, regardless of IPV type. Risky behaviors were more prevalent among classes defined by greater sexual victimization and aggression in particular. Conclusions: Findings highlight the importance of developing interventions that target the particular needs of subgroups of women who experience victimization.
IPV is a highly prevalent public health concern. The World Health Organization found that, across countries, 15% to 71% of women report physical and/or sexual victimization by an intimate partner, with estimates in most countries ranging from 30% to 60% (Garcia-Moreno et al., 2006) . Among women, such victimization has been found to be a robust predictor of psychopathology, including PTSS and depression (Trevillion, Oram, Feder, & Howard, 2012) . Further, literature provides support for a positive relation between IPV victimization and risky behaviors, including alcohol problems (Martino, Collins, & Ellickson, 2005) , drug problems (Sullivan, Cavanaugh, Buckner, & Edmondson, 2009) , DSH (Weiss, Dixon-Gordon, Duke, & Sullivan, 2015) , and HIVrisk behavior (Cavanaugh, Hansen, & Sullivan, 2010 ). Yet, existing research is limited by its focus on victimization, despite evidence to suggest that victimization and aggression frequently co-occur (Langhinrichsen-Rohling, Selwyn, & Rohling, 2012) . Moreover, few investigations have accounted for the heterogeneity of women's IPV experiences. This is a critical limitation given that IPV-victimized women are not a homogeneous group-there is variation in the severity and types of IPV they experience (i.e., physical, psychological, sexual; Johnson, 2006; Swan & Snow, 2002) that call for different assessment and intervention strategies. Thus, the goals of the present study were twofold: (a) to identify classes of women who are similar in terms of physical, psychological, and sexual victimization and aggression; and (b) to examine differences in psychopathology symptoms and risky behaviors across these classes.
IPV victimization and aggression co-occur at high rates. Using data from the National Comorbidity Survey, Williams and Frieze (2005) found that "mutual and mild violence" and "mutual and severe violence" were the most common patterns of IPV. Further, literature and meta-analytic reviews underscore the co-occurrence of victimization and aggression-women are more likely to report using aggression in their intimate relationships if they experience victimization (Langhinrichsen-Rohling et al., 2012) . Evidence suggests that victimization (Smith, Thornton, DeVellis, Earp, & Coker, 2002) and aggression (Zacarias, Macassa, & Soares, 2012) types (e.g., physical, sexual, psychological) also co-occur at high rates among women. For instance, in one population-based sample, only 1.9% of IPV-victimized women reported physical victimization in the absence of sexual or psychological victimization, and only 1.1% reported sexual victimization in the absence of physical or psychological victimization (Smith et al., 2002 ). Yet, despite these findings, a dearth of research has examined the influence of the co-occurrence of victimization and aggression types on psychopathology symptoms and risky behaviors.
Emerging evidence points to different patterns of victimization and aggression that are related to distinct correlates. For instance, there is some theoretical and empirical support for typologies of victimization and aggression (Johnson, 2006; Swan & Snow, 2002) , and past studies suggest greater psychopathology symptoms and substance use among classes defined by greater victimization (Dutton, Kaltman, Goodman, Weinfurt, & Vankos, 2005; Golder, Connell, & Sullivan, 2012) . However, existing research is limited by its focus on methodological approaches that do not account for the heterogeneity of IPV among women. Indeed, we were not able to identify any investigations that examined these correlates among classes characterized by both victimization and aggression. This is a critical limitation given evidence that the precursors, correlates, and consequences of IPV vary as a function of IPV type, frequency, duration, and intensity (Coker, Smith, Bethea, King, & McKeown, 2000; ) . Further, existing research has yet to examine the relation of IPV classes to risky behaviors prevalent among IPVvictimized women beyond substance use (e.g., HIV-risk behavior, DSH).
Therefore, it is essential that research utilize a person-centered approach to identify patterns that may exist across both victimization and aggression types, and examine whether these patterns relate to differences in psychopathology symptoms and risky behaviors. Person-centered approaches categorize individuals on the basis of patterns of characteristics that distinguish members of subgroups. Thus, these approaches can identify subtypes of women who experience victimization at greatest risk for psychopathology symptoms and risky behaviors. Understanding the heterogeneity of victimization and aggression types and their relation to psychopathology symptoms and risky behaviors could inform the development and refinement of tailored intervention efforts for this population (Bogat, Levendosky, & von Eye, 2005) .
Thus, the goal of the present study was to examine psychopathology symptoms and risky behaviors among classes characterized by different patterns of physical, psychological, and sexual victimization and aggression. Based on past research on the cooccurrence of IPV victimization and aggression (LanghinrichsenRohling et al., 2012) and their types (Smith et al., 2002; Zacarias et al., 2012) , we expected to find at least two classes: one characterized by high levels of physical, psychological, and sexual victimization and aggression and the other characterized by low levels of these experiences. Also consistent with past research (Dutton et al., 2005; Golder et al., 2012) , we expected that women in the class characterized by high (vs. low) levels of these experiences would report greater psychopathology symptoms and risky behaviors. Given the absence of research simultaneously examining physical, psychological, and sexual victimization and aggression using a person-centered approach, no other a priori hypotheses were made regarding the nature of the IPV classes or their relations to psychopathology symptoms and risky behaviors.
Method

Participants and Procedures
Data were collected as part of a larger study examining the relations among IPV, PTSS, substance use, and HIV-risk behaviors among IPV-victimized community women. All procedures were reviewed and approved by the home authors' institutional review board. Participants were recruited from an urban community in the Northeast United States. Flyers advertised the opportunity to participate in the "Women's Relationship Study" and were posted in hair and nail salons, community health centers, grocery stores, and laundromats. Women who responded to the flyers were screened for eligibility over the phone. Eligibility criteria included: (a) English speaking, (b) aged 18 years or older, (c) being in a heterosexual relationship for at least 6 months and reporting physical victimization by that partner during that time, (d) face-to-face contact with partner at least twice per week, (e) less than two weeks apart from partner in the last month, and (f) a household income of less than or equal to $4,200 per month. The last inclusion criterion was used to control for the relation between socioeconomic status and access to treatment and services.
The eligibility rate for those screened (n ϭ 887) was 32.9% (n ϭ 292). Women who met eligibility criteria were invited to participate in the larger study. The participation rate among those screened as eligible was 73.0% (n ϭ 212). After providing written informed consent, women completed an in-person, semistructured, computer-assisted interview administered by trained master-or doctoral-level female research associates or postdoctoral fellows in private offices to protect participants' safety and confidentiality. Women were subsequently debriefed, remunerated $50, and provided with a list of community resources.
The final sample was comprised of 212 women ranging in age from 18 to 58 (M ϭ 36.63, SD ϭ 10.45). In terms of racial/ethnic background, 70.8% of women self-identified as African American, 24.5% as White, 8.5% as Latina, 3.3% as Native American, and 7.5% as another or multiple racial backgrounds. Approximately 65% were unemployed for at least one month prior to the study, whereas 26.4% and 8.5% reported working part-or full-time, respectively. The mean annual household income was $13,304.82 (SD ϭ $10,389.85) and the mean years of education was 12.09 (SD ϭ 1.56). Most of the women (82.6%) reported that they were not married, 14.2% were married, and 3.3% were separated or divorced. Over half (56.6%) were living with their partner. Women reporting seeing their partner an average of 6.23 days a week (SD ϭ 1.40). Mean years in the current relationship was 6.48 years (ranging from 6 months to 33 years; SD ϭ 6.37 years). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Measures
Intimate partner victimization and aggression. A referent time period of six months was used to assess IPV in a current intimate relationship. Physical and psychological IPV were measured separately by the Revised Conflict Tactics Scale (CTS-2; Straus, Hamby, & Warren, 2003) . Consistent with scoring procedures outlined in Straus et al. (2003) , responses were recoded to the midpoint of the range of scores (0 ϭ never, 25 ϭ more than 20 times). The 12 physical victimization (e.g., "My partner pushed or shoved me;" ␣ ϭ .89), 12 physical aggression (e.g., "I pushed or shoved my partner;" ␣ ϭ .88), eight psychological victimization (e.g., "My partner insulted or swore at me;" ␣ ϭ .83), and eight psychological aggression (e.g., "I insulted or swore at my partner;" ␣ ϭ .84) items were summed to create four severity scores, respectively. Sexual IPV was measured with the Sexual Experiences Survey (SES; Koss & Oros, 1982) , which assesses sexual violence more comprehensively than the CTS-2 (e.g., the CTS-2 does not measure sexual coercion using drugs or alcohol). Because the SES was originally designed to measure women's experiences of sexual victimization by any man, items were modified in order to collect information specifically regarding IPV. Further, each of the 10 sexual victimization items (e.g., "Has your partner tried to make you have sex by using force or by threatening to use force;" ␣ ϭ .89) were modified to assess sexual aggression (e.g., "Have you tried to make your partner have sex by using force or by threatening to use force;" ␣ ϭ .68). Finally, the SES was modified to match the CTS-2 response options and scoring system. Scores Ͼ1 on the CTS-2 and SES indicated the presence of IPV.
PTSS. The Posttraumatic Stress Diagnostic Scale (Foa, Cashman, Jaycox, & Perry, 1997) assesses the presence of PTSS during the past 6 months. PTSS were assessed in relation to women's victimization by the current male partner. PTSS were rated on a 4-point Likert-type scale (0 ϭ not at all, or only one time; 3 ϭ 5 or more times a week, or almost always) and summed. Cronbach's alpha was .90.
Depressive symptoms. The Center for Epidemiological Studies-Depression Scale (Radloff, 1977) assesses depressive symptoms over the past 6 months. Depressive symptoms were rated on a 4-point Likert-type scale (0 ϭ rarely or none of the time, less than 1 day a week; 3 ϭ most or all of the time, in the last week, 5-7 days a week) and summed. Cronbach's alpha was .90.
Drug problems. The Drug Abuse Screening Test (Skinner, 1982) assesses problems related to drug use over the past 6 months, such as occupational or relational problems, illegal activities, or regret. Drug problems were rated on a binary scale (1 ϭ yes, 0 ϭ no) and summed. Cronbach's alpha was .90.
Alcohol problems. The Alcohol Use Disorders Identification Test (Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) assesses drinking behavior, adverse reactions, and problems during the past 6 months. Alcohol problems were rated on a 5-point Likert-type scale (0 ϭ never; 4 ϭ daily or almost daily) and responses were summed. Cronbach's alpha was .90.
Deliberate self-harm. The Deliberate Self-Harm Inventory (Gratz, 2001 ) assesses frequency and type of DSH. To reduce participant burden, we dropped questions with a low frequency of responses in Gratz's (2001) study. Women were asked whether they had engaged in (a) cutting, (b) burning, (c) carving, (d) scratching, (e) sticking sharp objects into their skin, (f) preventing their wounds from healing, or (g) anything else to hurt themselves. A DSH frequency variable was computed by summing the total number of DSH episodes reported. A DSH versatility variable was computed by summing the number of unique types of DSH behaviors.
HIV-risk behavior. HIV-risk behaviors were assessed over the prior 6 months by an adapted measure regarding sexual behavior (Sikkema et al., 2008) . Questions assessing HIV-risk were utilized in the current study and included: (a) unprotected anal/ vaginal sex with their primary partner who was HIV-positive; (b) unprotected anal/vaginal sex with their primary partner who used intravenous drugs (or needles); (c) unprotected anal/vaginal sex with their primary partner who had multiple sexual partners; (d) unprotected anal/vaginal sex with a nonprimary partner who was HIV-positive; and (e) trading sex for money, drugs, or shelter. HIV-risk behaviors were rated on a binary scale (1 ϭ yes, 0 ϭ no) and summed. Cronbach's alpha was .90.
Data Analysis
Latent profile analysis (LPA), a type of person-centered mixture modeling, was used to identify classes of women based on severity of IPV types. LPA is a statistical approach to identify the number of homogeneous groups (i.e., classes) based on continuous latent variables. Mixture models, such as LPA, are superior to the more traditional cluster analytic methods in terms of enhanced reliability and ability to examine fit indices (DiStefano & Kamphaus, 2006 ). In the current study, a number of LPA models were estimated using Latent GOLD 4.0 (Vermunt & Magidson, 2005) . The CTS-2 physical and psychological victimization and aggression scales and SES sexual victimization and aggression scales served as indicator variables. We examined the assumption of local independence (i.e., observed items are independent of each other given an individual's score on the latent variable or class) by examining the bivariate residuals. High bivariate residuals suggest that the latent class may not fully account for associations between items. This assumption can be relaxed by including effects of high residuals in models (Vermunt & Magidson, 2005) . Established recommendations guided model selection (Berlin, Parra, & Williams, 2014) . Unlike most statistical techniques, there is no single criterion for deciding on the number of LPA classes. Final model selection is based not only on the fit indices, but also model class sizes, parsimony, and theory. First, a variety of fit indices were compared, including the Bayesian information criterion (BIC; Schwarz, 1978) , Akaike information criterion (AIC; Akaike, 1987) , and entropy (Ramaswamy, DeSarbo, Reibstein, & Robinson, 1993) . Lower values on the BIC and AIC indicate better model fit (Hu & Bentler, 1999) , whereas entropy scores closer to 1 (range 0 -1) indicate greater classification accuracy (Ramaswamy et al., 1993) . Second, the bootstrap likelihood ratio test (BLRT; McLachlan & Peel, 2000) was calculated to compare improvement between neighboring class models. Finally, given evidence to suggest that classes with fewer than 25 participants may restrict power and precision (Lubke & Neale, 2006) , the size of the smallest class was examined. Analyses of variance (ANOVAs) were utilized to examine between-groups differences in victimization and aggression across the identified classes. Consistent with recommendations (Armstrong, 2014) , post hoc Bonferroni pairwise comparisons were conducted to correct for the probThis document is copyrighted by the American Psychological Association or one of its allied publishers.
lem of multiple comparisons and thus decrease the likelihood of making a Type I error. Our second aim was to examine between-groups differences in levels of psychopathology symptoms and risky behaviors across the IPV classes. We first exported the latent classes to SPSS version 21. We then examined the impact of demographic and relationship variables on psychopathology symptoms and risky behaviors (to identify potential covariates). The initial classes were compared with class membership when including direct effects of (a) demographic/relationship covariates or (b) bivariate residuals using chi-square tests and Cramer's V (a measure of effect size) to examine if there is a robust association between classes with and without these covariates or residuals in the model. We then ran a series of ANOVAs/analyses of covariance to examine the effect of class membership on psychopathology symptoms and risky behaviors. Post hoc Bonferroni pairwise comparisons were conducted.
Results
As might be expected from the victimization inclusion criteria in this sample, nearly all women reported physical and psychological victimization (100% and 100%, respectively) and aggression (92% and 98%, respectively), and approximately half reported sexual victimization and aggression (56% and 44%, respectively).
LPA of IPV Classes
Model selection was determined following established guidelines (e.g., Berlin et al., 2014) . The entropy value for the four-class solution indicates that a higher proportion of participants are correctly classified compared with the solutions with five or more classes. Further, the size of the smallest class for the four-class solution (but not solutions with five or more classes) fell within the acceptable range, suggesting that the four-class solution is superior with regard to power and precision. Indeed, the AIC and BIC demonstrated a large decrease from the one-to two-, two-to three-, and three-to four-class solutions; however, subsequent decreases through to the 10-class solution are much smaller. Importantly, as more classes are added to a model fit indices naturally tend to improve (DiStefano & Kamphaus, 2006) . Thus, while the BLRT was significant for all the solutions, on the basis of parsimony, the four-class solution is preferred. As such, the four-class solution was considered optimal (Table 1 and Figure 1) .
The mean frequencies of physical, psychological, and sexual victimization and aggression for each identified class were compared with the sample mean scores for these variables to determine relative severity (i.e., high Ͼ sample mean, low Ͻ sample mean; see overall mean column in Table 2 ). As indicated in Table 2 , Class 1 (43%) was characterized by low physical, psychological, and sexual victimization and aggression. Class 2 (29%) was characterized by high physical and psychological victimization and aggression and low sexual victimization and aggression. Class 3 (15%) was characterized by high physical, psychological, and sexual victimization and aggression. Class 4 (13%) was characterized by low physical and psychological victimization and aggression and high sexual victimization and aggression. Probability of assignment to latent classes (ranging from .96 to .98) was well above the threshold of acceptable assignment probability (Nagin, 2006) . We examined whether mean frequencies of victimization and aggression varied within each of the classes. Mean frequencies of physical and psychological victimization were not significantly different from mean frequencies of physical and psychological aggression for any of the classes (ps Ͼ .05); however, mean frequencies of sexual victimization were greater than mean frequencies of sexual aggression for each class (ps Ͻ .03).
We examined whether demographic and relationship variables were associated with class indicators and class membership. Significant correlations emerged between psychological victimization and relationship status (p Ͻ .01), physical and psychological victimization and employment (ps Ͻ .05), and physical victimization and aggression and psychological aggression and income (ps Ͻ .05). When including these as active variables in a four-class LPA, comparable classifications emerged, 2 (9) ϭ 568.10, Cramer's V ϭ .95, p Ͻ .001, indicating that class membership did not vary as a function of these covariates. Thus, we chose to retain our initial model. 
Associations Between IPV Classes and Psychopathology Symptoms and Risky Behaviors
A series of ANOVAs, correlational, and chi-square analyses were conducted to examine the impact of demographic (i.e., age, race/ethnicity, income, education) and relationship (i.e., status, length of relationship, partner contact, living arrangement) variables on the independent and dependent variables. Class membership was associated with partner contact (p Ͻ .05), although post hoc Tukey's tests were nonsignificant. For psychopathology symptoms, employment was related to PTSS and depressive symptoms (ps Ͻ .01); race/ethnicity to depressive symptoms (p Ͻ .05); relationship status to PTSS (p Ͻ .05); and partner contact to PTSS (p Ͻ .05). Regarding risky behaviors, race/ethnicity was related to DSH versatility (p Ͻ .05) and relationship status to HIV-risk behaviors (p Ͻ .001). Subsequent analyses included demographic and relationship variables related to the dependent variables. Given latent class differences in partner contact, this variable was not included (Miller & Chapman, 2001) .
PTSS. Results revealed a main effect of class membership on PTSS controlling for employment and relationship status (Table  3) . Greater PTSS were found for Class 3 (i.e., high physical, psychological, and sexual victimization and aggression) compared with Classes 1 (i.e., low physical, psychological, and sexual victimization and aggression) and 2 (i.e., high physical and psychological victimization and aggression and low sexual victimization and aggression; ps Ͻ .05). Class 2 and Class 4 (i.e., low physical and psychological victimization and aggression and high sexual This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
victimization and aggression) reported greater PTSS than Class 1 (ps Ͻ .05). Depressive symptoms. Results revealed a main effect of class membership on depressive symptoms controlling for employment and race/ethnicity (see Table 3 ). Greater depressive symptoms were found for Class 3 compared with Classes 1, 2, and 4 (ps Ͻ .05). Classes 2 and 4 reported greater depressive symptoms than Class 1 (ps Ͻ .001).
Drug problems. A square-root transformation was applied to correct skew and kurtosis. Results revealed a main effect of class membership on drug problems (see Table 3 ). Greater drug problems were found for Classes 3 and 4 compared with Classes 1 and 2 (ps Ͻ .05).
Alcohol problems. Results revealed a main effect of class membership on alcohol problems (see Table 3 ). Alcohol problems were higher for Class 3 compared with Class 1 (p Ͻ .05).
DSH frequency and versatility. Results revealed a main effect of class membership on DSH versatility controlling for race/ ethnicity and DSH frequency (see Table 3 ). Classes 3 and 4 endorsed greater DSH versatility than Class 1 (ps Ͻ .05). The DSH frequency variable was skewed and kurtotic, which could not be corrected via transformation. As such, we used a nonparametric analysis (Kruskal-Wallis H test). Class 3 exhibited greater DSH frequency than Class 1 (p Ͻ .05), whereas the difference between Classes 3 and 2 was marginal (p Ͻ .06). Class 4 demonstrated greater DSH frequency than Classes 1 and 2 (ps Ͻ .05).
HIV-risk behaviors. A square-root transformation was applied to correct skew and kurtosis. Results revealed a main effect of class membership on HIV-risk behaviors controlling for relationship status and excluding 19 HIV-positive women (see Table  3 ). Greater HIV-risk behaviors were found for Class 3 compared with Class 1 (p Ͻ .05).
Discussion
There are several noteworthy findings regarding the patterns of IPV across the identified classes. The four classes that emerged from the LPA were characterized by (a) low victimization/aggression across types, (b) high physical and psychological and low sexual victimization/aggression, (c) high victimization/aggression across types, and (d) low physical and psychological and high sexual victimization/aggression. Consistent with past research on the co-occurrence of physical and psychological victimization types Sullivan et al., 2012) , similar levels of physical and psychological victimization and aggression were detected within each of the classes. Conversely, sexual victimization and aggression varied both in relation to the other IPV types (i.e., sexual IPV was related to high physical and psychological IPV in some classes and low physical and psychological IPV in others) and in relation to each other (i.e., women reported greater sexual victimization than aggression in all classes). Regarding the relation between sexual IPV and other IPV types, Sullivan et al. (2012) found greater daily co-occurrence of physical and psychological victimization than physical and sexual victimization in a sample of IPV-victimized women. This, in combination with our findings, suggests that physical IPV may be more likely to occur in the context of psychological IPV, but less likely to co-occur with sexual IPV. Regarding the finding of greater sexual victimization than aggression within each of the IPV classes, research has consistently found that women are more likely to experience sexual victimization and less likely to use sexual aggression than their male counterparts (Hines & Saudino, 2003; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) . Replication of these findings in larger, more diverse, representative samples is needed, as it is unclear whether these classes would emerge in other IPV populations (e.g., women recruited from shelters, in homo-or bisexual relationships, or with higher incomes).
Notably, levels of psychopathology symptoms and risky behaviors were found to differ across the four IPV classes. Women in classes defined by greater IPV generally exhibited higher PTSS and depressive symptoms. These findings are consistent with research that has found trauma severity to be uniquely associated with psychological correlates above and beyond trauma type (Clemmons, Walsh, DiLillo, & Messman-Moore, 2007) , and suggest that severity of IPV, not IPV type, may be more relevant to the development, maintenance, and/or exacerbation of psychopathology symptoms in this population. Conversely, results indicate an overall trend toward greater risky behaviors among women in classes defined by higher sexual IPV. These findings are consistent with past research on the role of sexual victimization in risky behaviors (Stockman, Lucea, & Campbell, 2013) , and underscore the need for research that examines why sexual IPV, in particular, (Weiss, Sullivan, & Tull, 2015) . Research examining emotion dysregulation and other potential mechanisms underlying the sexual IPV-risky behavior relation may inform interventions for this population. Of note, it is also important to consider whether differences in psychopathology symptoms and risky behaviors across the IPV classes are clinically meaningful. The mean scores on measures of PTSS and depressive symptoms are consistent with mild PTSS and depressive symptoms for Class 1 and moderate to severe PTSS and severe depressive symptoms for Classes 2-4 (Foa et al., 1997; Radloff, 1977) . While established cutoff scores do not exist for the DSH and HIV-risk measures, the mean score on the alcohol use measure fell in the problematic range only for Class 3 (Reinert & Allen, 2007) , whereas the mean score on the drug use measure fell in the problematic range only for Classes 3 and 4 (Skinner, 1982) . These findings further support the role of (a) IPV severity (vs. type) in psychopathology symptoms, and (b) sexual IPV in risky behaviors.
While replication in more representative IPV samples is needed, several key implications arise from the current study. Our findings have important theoretical implications, suggesting that investigators should consider person-centered approaches for conceptualizing and testing the associations among IPV and health correlates. Moreover, results of this study may aid researchers and clinicians in identifying women who experience IPV and its negative sequelae. For instance, physical and psychological victimization and aggression were found to co-occur within each of the IPV classes, highlighting the need for assessing both victimization and aggression among populations of women identified by aggression (e.g., court samples) and victimization (e.g., shelter samples), respectively. Further, our results underscore the importance of utilizing comprehensive assessments of IPV. Researchers and clinicians do not always assess sexual IPV, yet women in a class characterized by low physical and psychological IPV reported high sexual IPV. These women reported heightened psychopathology symptoms and risky behaviors, however, they may not have been captured in traditional IPV assessments. Finally, our findings suggest the need for assessments that consider various characteristics of IPV (e.g., frequency and type, as well as others not assessed here, such as duration and use of force).
If confirmed in more representative IPV samples, our findings also highlight important targets for treatment. Community women in relationships characterized by heightened physical, psychological, and/or sexual IPV may benefit from treatments focused on reducing both PTSS and depressive symptoms (for treatments focused on reducing both PTSS and depressive symptoms among women currently experiencing IPV, see Crespo & Arinero, 2010; Johnson et al., 2011) , whereas targeting risky behaviors may be warranted for those in relationships characterized by high sexual IPV, in particular (for a treatment focused on reducing PTSS, depressive symptoms, substance use, and HIV-risk behaviors among women currently experiencing IPV, see Gilbert et al., 2006) . Of note, co-occurring risky behaviors and/or psychopathology symptoms were common among the classes identified here, and the aforementioned treatments address co-occurring conditions simultaneously (consistent with extant research indicating that treatment outcomes are improved when co-occurring conditions are treated at the same time; Barlow, Allen, & Choate, 2004; Brady, Back, & Coffey, 2004) . Finally, in combination with the plethora of research linking IPV to negative health outcomes, our findings underscore the need for identifying and evaluating policies that aim to reduce revictimization and related negative correlates among IPV-victimized women, particularly those with high levels of physical, psychological, and/or sexual victimization and aggression, such as the Affordable Care Act, which covers IPV screening and counseling, as well as mental health and substance abuse services.
Findings must be interpreted in light of the limitations present. First and foremost, the cross-sectional and correlational nature of the data precludes determination of the precise nature and direction of the relations examined here. Future research should investigate these relations through prospective, longitudinal investigations. Second, this study relied exclusively on women's self-report of IPV, which may have been influenced by their willingness and/or ability to report accurately (particularly given the potential stigma associated with IPV and the fact that this behavior may have occurred in the context of substance use). Moreover, situational and contextual factors relevant to IPV (e.g., motivations for aggression) were not assessed. Future research may benefit from collecting dyadic data on IPV from couples and considering the role of situational and contextual factors relevant to IPV. Finally, given evidence to suggest that victimization, psychopathology, and risky behaviors co-occur and synergistically impact negative outcomes (Singer & Clair, 2003) , investigations may benefit from examining classes characterized by these factors and their correlates.
